Bodies of research pertaining to specific stigmatized statuses have typically developed in separate domains and have focused on single outcomes at 1 level of analysis, thereby obscuring the full significance of stigma as a fundamental driver of population health. Here we provide illustrative evidence on the health consequences of stigma and present a conceptual framework describing the psychological and structural pathways through which stigma influences health. Because of its pervasiveness, its disruption of multiple life domains (e.g., resources, social relationships, and coping behaviors), and its corrosive impact on the health of populations, stigma should be considered alongside the other major organizing concepts for research on social determinants of population health.
DEFINITION OF STIGMA
In response to criticisms regarding variations in the definition of stigma and its excessively individual focus, B. G. L. and J. C. P. proposed a reconceptualization of the construct from a sociological perspective, which is now widely used in the stigma literature. 9 In this conceptualization, stigma is defined as the cooccurrence of labeling, stereotyping, separation, status loss, and discrimination in a context in which power is exercised. Stigma overlaps with racism and discrimination, but it differs from these constructs in several respects.
Although race/ethnicity is a stigmatized status, the stigma concept encompasses multiple statuses and characteristics, such as sexual orientation, disability, HIV status, and obesity; thus, stigma can be seen as broader in scope than racism. Similarly, discrimination-both at the individual level (i.e., the unequal treatment that arises from membership in a particular social group) and at the structural level (i.e., societal conditions that constrain an individual's opportunities, resources, and well-being)-is a constitutive feature of stigma. Indeed, the term stigma "cannot hold the meaning we commonly assign to it when this aspect is left out." 9(p370) However, because the overall stigma process incorporates several other elements, such as labeling and stereotyping, the stigma concept is broader than discrimination. 10 
STIGMA AS A FUNDAMENTAL CAUSE
Fundamental cause theory proposes that some social factors or circumstances remain persistently associated with health inequalities over time despite dramatic changes in diseases, risk factors, and health interventions. Inequality persists because fundamental causes have certain characteristics. 11, 12 First, a fundamental social cause influences multiple disease outcomes through multiple risk factors among a substantial number of people. Second, a fundamental social cause involves access to resources-knowledge, money, power, prestige, and beneficial social connections-that can be used to avoid risks or minimize the consequences of disease once it occurs. Third, fundamental social causes are robustly related to health inequities across time and place. These enduring relationships occur because the association between the fundamental cause and health is reproduced over time via the creation of new intervening mechanisms.
Policies and interventions must address the social factor itself, rather than the putative mechanisms that link this factor to health. Otherwise, fundamental social causes will continually produce health inequalities through the production of new mechanisms. The theory and research based on these concepts have focused primarily on SES as a fundamental cause of health inequalities. Stigma also meets fundamental cause criteria and deserves consideration as a major and persistent influence on population health. Table 1 illustrates the traditional approach to the study of stigma. Most studies examine 1 stigmatizing characteristic (e.g., mental illness) with 1 outcome (e.g., housing). Less frequently, studies depict the effect of 1 stigmatizing characteristic (e.g., racial/ethnic minority status) on multiple outcomes (e.g., housing, employment or income, social relationships, maladaptive psychological or behavioral responses, health care, health). This approach often reveals effects of stigma on the outcome in question. However, it is usually also true that many factors other than stigma influence the outcome, with stigma as a single factor among many. This can lead to the conclusion that stigma matters, but that its effect is relatively modest. Such a conclusion is misguided for 2 reasons. First, when trying to understand the impact of stigma for a particular circumstance, such as mental illness, it is important to keep in mind that stigma can affect many life chances, not just one. Thus, a full accounting must consider the overall effect of mental illness stigma on a multitude of outcomes. Second, in a particular outcome, such as employment, many stigmatizing circumstances may be involved. A full assessment of the impact of stigma on such an outcome must take into account all stigmatizing circumstances that may be operating.
STIGMA PREVALENCE AND EFFECTS
We sought to counter this trend in the existing literature by adopting a broader view of the role that stigma processes play in the patterning of population health. We chose 6 stigmatized statuses and characteristics that were the focus of recent quantitative (i.e., metaanalytic) and qualitative reviews and examined the range of associated outcomes. Table 2 shows the 6 stigmatized characteristics, their prevalence in the general population, and the broad range of outcomes that have been shown to be associated with these stigmatized characteristics. Two striking patterns are evident. First, when considered together, the stigmatized conditions are quite common and affect a large portion of the general population. Second, stigma associated with these conditions has been related to a large and diverse group of outcomes ranging from housing, employment or income, social relationships, psychological or behavioral responses, health care treatment, to health.
It is also the case, however, that any impairments or deficits associated with a stigmatized status might also affect an outcome. This poses the possibility that gaps between stigmatized and nonstigmatized groups are attributable not only to stigma, but also to these impairments or deficits. For example, diminished earnings among individuals with disabilities could be caused by the disability itself (e.g., disabled individuals working fewer hours), in addition to the stigma of being disabled. Most researchers are familiar with this issue and address it in study design and analysis; strategies range from statistical control of symptoms and other potential confounders in observational studies 64 to experimental designs that unambiguously demonstrate the causal role of a stigmatizing label. [65] [66] [67] [68] Although the degree to which this issue is addressed varies from study to study, the accumulated literature makes a compelling case that stigma represents an added burden that affects people above and beyond any impairments or deficits they may have. Thus, viewed in its entirety, Table 2 suggests the broad impact of stigma, although even this depiction underestimates the full influence of stigma on life chances, because we reviewed only 6 stigmatized statuses, and our list of outcomes that may be linked with stigma was incomplete.
MEDIATORS LINKING STIGMA TO HEALTH
The evidence in Table 2 demonstrates that stigma thwarts, undermines, or exacerbates several processes (i.e., availability of resources, social relationships, psychological and behavioral responses, stress) that ultimately lead to adverse health outcomes. Each of these stigma-induced processes mediates the relationship between stigma and population health outcomes.
Resources
According to fundamental cause theory, SES embodies resources of money, knowledge, power, prestige, and beneficial social connections, and it is by having superior resources that higher-SES individuals and groups gain a health advantage. 11 The situation of being stigmatized depletes many of these same resources. A variety of stigmatized circumstances, such as belonging to a minority racial/ethnic [55] [56] [57] [58] [59] [60] [61] [62] [63] or sexual orientation group, 27-32 having a history of mental illness, [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] or being incarcerated, 67 lead to many forms of resourcereducing discrimination, in, for example, employment, wages, mortgages and other loans, housing, quality and quantity of education, and health care.
Regarding resources of power and prestige, Link and Phelan identify status loss as an essential component of stigmatization. 9 The creation and maintenance of status hierarchies based on education, gender, race, age, or other factors are the focus of status characteristics theory. The theory proposes, and voluminous research confirms, that in cooperative goaloriented groups, different status labels (e.g., male and female) reliably produce unequal performance expectations (men will perform better) and performance evaluations (men did perform better) that reproduce the original status hierarchy. 69 Lucas and Phelan propose that stigma processes have effects on status that are identical to the those described in status characteristics theory. 70 They conducted an experimental study in the status characteristics tradition and showed that a label of mental illness reduces an individual's interpersonal influence (i.e., power), just as labels of low educational attainment, minority racial status, and female gender have been shown to do in numerous studies in the literature review by Berger et al. 69 
Social Isolation
Several lines of evidence suggest that stigma may cause social isolation. Fears of rejection and negative evaluation lead individuals with concealable stigmas to avoid entering close relationships for fear of others discovering their stigmatized status. 19 In a daily diary study, individuals with concealable stigmas (e.g., individuals with mental illness, low SES, minority sexual orientation) experienced a lift in mood and self-esteem only in the presence of those who shared their stigma; however, they were significantly less likely than persons with visible stigmas (e.g., race/ethnicity) to experience such occasions. 71 Correlational studies have also documented high levels of social isolation among members of stigmatized groups, including individuals with mental illness 72 and minority sexual orientations. 73 A large literature documents the salubrious effects of social support, 74, 75 suggesting that social isolation may be a pathway through which stigma is linked to population health. Consistent with this idea, studies explicitly examining mediation hypotheses find support for the 4 pathways required for mediation 76 : (1) stigma is linked to poor health, (2) stigma is associated with greater social isolation, (3) social isolation increases risk for poor health outcomes, and (4) the stigma-health relationship is significantly attenuated after adjustment for social isolation. 73, 77, 78 
Psychological and Behavioral Responses to Stigma
Multiple psychological and behavioral processes are also disrupted by stigma. One of the most widely researched constructs in the field of stigma is self-stigmatization, or the internalization of negative societal perceptions of one's stigmatized status or group. Although initial accounts theorized that the experience of stigma would inevitably result in lowered self-worth, 79 extensive heterogeneity in psychological responses to stigma is now recognized, with some stigmatized groups showing levels of self-esteem that are as high as those of majority group members, 80 perhaps stemming from active efforts to challenge and resist stigma. 81 Nevertheless, research has also indicated that some stigmatized individuals internalize the negative views directed toward their group, which can have deleterious health consequences. 21, 30 Stigmatized individuals use and deplete self-control to manage a devalued identity, 82 which requires a flexible use of emotion regulation strategies in the short term. Over time, however, the effort required to cope with stigma diminishes individuals' psychological resources and therefore their ability to adaptively regulate their emotions, which can have negative consequences for both mental 83 and physical 84, 85 health. Several prospective studies have demonstrated that those who experience stigma report engaging in more maladaptive emotion regulation strategies, such as rumination and suppression, which in turn produce greater symptoms of psychological distress, indicating that emotion regulation processes mediate the stigma-health relationship. 29, 73 Emerging evidence shows that the experience of stigma can also lead to maladaptive coping behaviors-including smoking and drinking 61, 62 -that increase risk for adverse health outcomes. A recent experimental study randomly assigned overweight individuals to view videos that either stigmatized overweight people or depicted neutral scenes. Participants who watched the stigmatizing videos consumed significantly more calories afterward than did participants who watched the neutral videos, further supporting the link between stigma and health-compromising behaviors. 86 
Stress
Several influential models of stigma posit that stress plays an important role in the stigma process. Minority stress theory refers to the excess stress to which individuals from stigmatized groups are exposed as a result of their social position. 30 Minority stressors range from external events (e.g., victimization and violence) to internal responses (e.g., expectations of rejection), both of which are associated with health problems among minority group members. 30, 63 Similarly, identity threat models of stigma argue that possessing a stigmatized identity increases exposure to stressful conditions and situations. 1 Experimental studies have provided evidence consistent with these theories. For instance, the stress of experiencing discrimination and unfair treatment is associated with adverse physiological responses, including diastolic blood pressure reactivity 87 and increased cortisol output, 88 that in turn may compromise health if chronically activated.
In sum, stigma appears to have a corrosive influence on health, in large part through disruption and alteration of myriad systems-institutional and communal (material resources and conditions), interpersonal (social relationships), and intrapsychic (self-esteem, coping behaviors)-by the stigma process. Stress is one mechanism through which stigma may create adverse health outcomes, but mediational processes can also operate through pathways that are unrelated to stress (e.g., material conditions).
STIGMA AND THE REPRODUCTION OF HEALTH INEQUALITY
Stigmatizing others enables people to achieve ends they desire. The key ends that are serviced by stigma are summarized by J. C.P. et al. as keeping people down (exploitation), keeping people in (norm enforcement), and keeping people away (disease avoidance). 10 In each instance, members of the dominant group get something they want by stigmatizing others. To the extent that large power differences exist between those who stigmatize and those who are the recipients of stigmatization, we might expect the interests of the more powerful group to be reliably expressed in the kinds of inequalities stigma can produce. But how is such a reliable expression achieved? Like other key drivers of population health, stigma is related to multiple disease outcomes through multiple social and psychological mechanisms. Those who want to keep others down, in, or away and who have the power to do so are not limited to a fixed set of strategies. If a major existing strategy is blocked or loses its capacity to achieve desired ends, other strategies can be strengthened or new ones can be created. Figure 1 depicts a set of circumstances in which different mechanisms mediate between a desire to keep stigmatized people down, in, or away and stigma outcomes such as exclusion, discrimination, segregation, stress, and diminished SES. On the left side is historical period 1, in which the goals of stigmatizers are achieved through 2 mediating mechanisms, with heaviest reliance on mechanism 1 (thick arrow) and lesser emphasis on mechanism 2 (thin arrow). These mechanisms achieve desired ends by excluding, segregating, lowering status, diminishing power, or applying punishment for behaviors that stigmatizers designate as nonnormative.
In historical period 2, antistigma efforts or some other social change reduces the effectiveness of mechanism 1 as a means of keeping people down, in, or away. But the motivation to stigmatize is unchanged, so reliance is shifted from mechanism 1 to mechanism 2, allowing the same ends to be achieved in a somewhat different way. Finally, in historical period 3, both mechanisms are effectively blocked. Those whose motivations to stigmatize remain strong can create a new mechanism to achieve desired ends, especially if previously effective mechanisms are blocked.
A concrete example of this model is the multiple, changing mechanisms that have been used to suppress Black people in the United States. As slavery became illegal and Blacks were accorded rights, Jim Crow laws and Ku Klux Klan terror became a prominent means of maintaining White privilege. 89, 90 Now that those mechanisms have been addressed to some degree, social scientists have made us aware of new processes that have effectively reproduced inequalities between Blacks and Whites. For example, as explicit forms of prejudice and discrimination have declined, more covert expressions of racism, known as aversive racism, 91 have emerged, maintaining psychological and physical distance between minority and majority groups. In addition, under conditions of stereotype threat, 58 members of stigmatized groups experience anxiety or concern that they will confirm stereotypes of their group. Such awareness can lead to decrements in performance (e.g., in achievement tests), which in turn confirm the negative stereotype (e.g., that Blacks are intellectually inferior to Whites). Although both aversive racism and stereotype threat are more subtle than earlier forms of racism, they nevertheless may contribute to negative outcomes such as educational disparities, 58 income inequality, [92] [93] [94] and enduring residential segregation. 56, 95 Another example of changing mechanisms to achieve the same ends is societal management of people with mental illnesses. Although initially proposed as a benevolent policy, the construction of asylums in the 19th century resulted in a massive segregation of people with mental illnesses: people could easily be sent away for long periods. With the advent of deinstitutionalization, the utility of this set of mechanisms disappeared and the management of people with severe mental illnesses arose as a new problem to be solved. The construction of psychiatric ghettos consisting of dense clusters of single-room-occupancy hotels and group homes served as a new and very effective form of segregation that was supported by the perception and reality of many people's strong not-in-my-backyard reactions to having such facilities located in their neighborhoods. 96 An alternative motivation for stigmatizing others is to keep them in, via norm enforcement. The destitution of mentally ill people opened the option of making access to housing, management of their own money, or unfettered control of their lives contingent on specific behaviors, such as taking prescribed drugs or avoiding unprescribed ones. Such leveraging of the mentally ill toward desired behaviors has become a new and prominent means of managing this stigmatized group; Monahan has documented the enormous growth in the use of leveraging in the era of deinstitutionalization. 97 In this new situation of closer contact with the stigmatized, the traditional stigma-based approach of cognitive separation needs to be used with greater frequency than when the problem was solved by keeping people away in the asylum. Homeless people with mental illness can be constructed into a "them" so different from the rest of "us" that any moral qualms about their destitution can be repressed, allowing us to walk by them or around them, not really seeing them as we pursue our daily routines.
When the motivation to stigmatize results in the production of new mechanisms in different places and at different times, and when such reproduction maintains or increases social, economic, and health inequality, then stigma must be conceptualized as a population health issue. Either the motivation to stigmatize or the power to carry out that motivation must be addressed; otherwise, social and health inequality will be reproduced.
Recent studies provide preliminary evidence that addressing changes in power can reduce health disparities among low-status and stigmatized groups. For instance, in a comparison of psychiatric disorders in 15 countries, disparities in depression between women and men were significantly lower in countries where women had greater power, operationalized as changes in gender ideology. 98 Similarly, Black infant mortality rates dropped precipitously in the US rural South after the passage of the 1964 Civil Rights Act, 99 suggesting that when the power to discriminate against Blacks was legally curtailed, racial inequalities in health were diminished. Conversely, these health inequalities between Whites and Blacks returned to previous levels and even widened after 1980, 100 when new means were found to stigmatize Black people (e.g., incarceration, the war on drugs), 101 without a corresponding reduction in the motivation to stigmatize this group.
RESEARCH DIRECTIONS
We see several promising directions for research on the role of stigma as a social determinant of population health. Despite recent advances in the field of stigma and health, gaps remain (Table 2) . Although individual studies suggest that sexual minority adolescents have lower levels of academic success (e.g., lower grade point average) 102 and face more school sanctions (e.g., school expulsion) 103 than their heterosexual peers, we were unable to find any review articles on educational outcomes associated with the stigma of sexual orientation. Moreover, to our knowledge, only 1 study has documented associations between housing discrimination and the stigma of overweight. 104 These are important areas for future inquiry.
The vast majority of research in this field has examined the experience of the stigmatized at the individual level of analysis. Comparatively less attention has been paid to how societal conditions (e.g., institutional practices or policies) may disadvantage individuals from stigmatized groups. Indeed, a comprehensive review article by Link et al. identified only 2 studies on structural forms of stigma (against mental illness), leading the authors to conclude that "the under-representation of this aspect is a dramatic shortcoming in the literature on stigma, as the processes involved are likely major contributors to unequal outcomes." 16(pp515-516) Recent research has begun to address this shortcoming in the literature. 105, 106 Hatzenbuehler, for instance, examined the influence of stigmatizing social environments on the prevalence of suicide attempts among lesbian, gay, and bisexual youths. Results showed that the risk of suicide attempts was 20% greater among youths living in counties with high structural stigma (e.g., fewer schools with Gay-Straight Alliances, lack of inclusive antibullying policies) than among youths living in low-stigma counties. 107 This study underscores the need for more empirical research that spans multiple levels of analysis to fully appreciate the ways stigma operates to shape population health.
Previous research on social determinants of health has focused on such factors as stress, SES, income inequality, social relationships (i.e., social support), and racism and discrimination (e.g., neighborhood-level segregation). This literature would be considerably strengthened by greater theoretical and empirical attention to stigma. The construct of stigma connects with each of these established social determinants of health, but also involves distinct processes that are relevant for the study of health disparities. Research is needed, therefore, to further explore the relationship between a stigma framework and these existing dominant social paradigms in population health to (1) find points of overlap, (2) identify gaps that can be filled by a stigma framework, and (3) assess whether a stigma framework lends itself to theories about population health that are opposed to existing paradigms, leading to competing hypotheses that can be empirically tested.
Examination of the role of stigma in the production and maintenance of health inequalities requires unique data sets that measure multiple stigmatized characteristics and stigmainitiated mechanisms (e.g., social isolation, poor resources), as well as data sets that capture how the stigma process interacts with other determinants of population health (e.g., stress, SES, culture, identity, biology) over the life course. Table 3 shows several population-based and experimental data sets that can be used to examine many of our hypotheses. For instance, a newly created study links data from the General Social Survey (the primary source of social indicator data for the social sciences since 1972) with mortality data by cause of death, obtained from the National Death Index. 108 This data set incorporates individuals with multiple stigmatized statuses, as well as rich contextual information on the social environments surrounding these individuals. Recent findings from the new study have documented intriguing links between stigma and mortality. For example, sexual minority individuals living in communities that endorse high levels of antigay attitudes have a higher risk of mortality than do sexual minorities living in low-prejudice areas (M. L. H. et al., unpublished data, 2013). Moreover, Whites living in communities with anti-Black attitudes also experience increased mortality, 109 suggesting that stigma and prejudice exert negative influences on population health for both majority and minority groups. This data set therefore offers many exciting opportunities to document relationships between stigma and population health; to conduct age, period, and cohort analyses to determine how stigmahealth relationships change over time; and to evaluate potential moderating and mediating mechanisms that explain these associations.
In addition to employing new data sets, researchers can use the stigma framework to reanalyze established data sets. For instance, Enhancing Recovery for Coronary Heart Disease Patients was a randomized controlled trial conducted in 8 clinical centers and 80 hospitals across the United States (n = 2481 patients). 110 The goal of the intervention was to improve social support and reduce depression in patients who had had myocardial infarctions. The results were largely disappointing: White men benefited from the intervention; other groups (women and Black men) did not. 111, 112 Our framework suggests that stigma and status processes may explain, in part, why the intervention was not effective for non-Whites and women. One insight of this framework is that stigma disrupts multiple factors related to health, including social support. Because factors such as social isolation are set in motion by stigma, altering these factors at the individual level-as was attempted in the Enhancing Recovery study-may not gain much traction therapeutically in the absence of stigma-reducing changes at the social-structural level. Instead, it is likely that intervening factors (e.g., social support) will reset to harmful levels when the intervention is withdrawn, because the larger social environment in which stigma persists is left unaltered. 29 We highlight this intervention not as a criticism of the researchers, but instead as a cautionary example of what can happen when the stigma process is not fully considered in study design. Reanalysis of this trial (as well as other interventions) with specific attention to the role that stigmatizing characteristics played in determining intervention outcomes will likely aid in the development of more effective public health interventions.
CONCLUSIONS
Although more research is needed, emerging evidence indicates that stigma meets all of the criteria to be considered a fundamental cause of health inequalities. Stigma (1) influences several physical and mental health outcomes that affect millions of people in the United States through multiple mechanisms, (2) disrupts or inhibits access to multiple resourcesstructural, interpersonal, and psychological-that could otherwise be used to avoid or minimize poor health, and (3) enables the creation of new, evolving mechanisms that ensure the reproduction of health inequalities among members of socially disadvantaged populations. Failure to consider stigma in theoretical and statistical models not only leads to an underappreciation of the social factors that produce poor health but can also undermine the efficacy of public health interventions.
Inequalities between stigmatized and nonstigmatized groups are by no means inevitable, but the power differentials inherent in stigma create substantial obstacles that make the reduction of health disparities especially challenging. In particular, the production of intervening mechanisms that perpetuate health inequities among the stigmatized often goes undetected. The engine producing inequality is therefore frequently unrecognized or misunderstood and requires multiple fields of inquiry to expose it, including interdisciplinary research from such diverse fields as anthropology, psychology, sociology, epidemiology, and biology. This requires a concerted effort on the part of funding agencies, including the National Institutes of Health, to provide the necessary resources to ensure that such research is conducted. Overcoming barriers to adequate funding is essential because the production of knowledge-a resource fundamental to health-is regularly thwarted by stigma. The dearth of scientific resources devoted to lesbian, gay, bisexual, and transgender health, for example, is well documented 113 and has prevented the dissemination of health information to health professionals and to sexual minority individuals themselves, further perpetuating health disparities. The recent Institute of Medicine report on health disparities in this population represents a particularly important and noteworthy corrective to this trend. 114 Research suggests that greater attention needs to be paid to stigma as a social determinant of population health and that such an approach is likely to generate novel insights into documented patterns of population health. Stigma exerts a more pervasive impact on population health than previous research suggests, and we offer here a framework to synthesize research on multiple pathways linking stigma to health inequalities, along with several avenues for future research, including data sets that can be used to evaluate the role of stigma as a driver of population health. We hope our work contributes to transformative research that will lead to improved health among the stigmatized. 14 Link and Phelan, 9 Hinshaw and Cicchetti 15 Link et al., 16 Corrigan and Penn, 17 Link and Phelan 18 Link et al. 16 Hinshaw and Cicchetti, 15 Link and
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